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MATTERS ARISING

Scoliosis and Trendelenburg
sign in a painting by P P Rubens
In an article on Rubens’ painting “The Three
Graces” Dequeker suggests that hypermobility
is a medical explanation of the seeming scolio-
sis and Trendelenburg sign in the middle
figure.1 But the posture of this middle figure
should probably be interpreted as an artistic
phenomenon without medical reference.

Sculptors in classical Greek and Roman
periods often used the contrapposto posture.
In this, by putting most weight on one leg, the
other leg can be shown in a relaxed and semi-
flexed position. This undulating between ten-
sion and relaxation will animate the figure. A
person with normal muscular function and a
normal back can perfectly well pose in this
way with relaxed hip abductors on the
weightbearing side, a descending hip on the
opposite side, and a compensating scoliotic
posture. This posture is facilitated by support
from the arm as in Rubens’ painting. If the
person tries to take a forward step, relaxation
of the muscles of the weightbearing hip can
no longer be maintained, and the positive
Trendelenburg sign will disappear.

In the Renaissance period the use of this
contrapposto posture was revived. During his
stay in Rome Rubens eagerly studied the then
recently excavated Laokoön sculpture with its
three distorted figures.2 He often used such
distorted postures in his paintings to give the
impression of vigorous muscular characters
capable of performing great tasks. The best
example is probably “The Debarkation at
Marseilles” in the Maria de Medici cycle from
1622 to 1625 for the Luxembourg Palace in
Paris.3 Here, three young women, nereides,
with curved muscular backs at the bottom of
the picture nearly seem to carry the ship of
Maria de Medici.
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Author’s response

Dr Hansen’s remarks about our recent article in
the Annals1 are pertinent and have to be taken
as a alternative explanation for the observed
functional scoliosis and positive Trendelenburg
sign. I am grateful for this artistic-historical
information. However, this does not exclude
the possible diagnosis of benign familial hyper-
mobility syndrome. In several other paintings
by Rubens, where the three sitters (sisters) of
the graces are represented, clinical signs of
hypermobility can be seen. In the painting “The
Judgement of Paris” (London National Gal-
lery) a positive Trendelenburg sign and scolio-
sis can be seen in the two blond sisters who are
now in a walking position without support. In

one of them the right wrist is in 90° hyperflex-
ion. In the painting “Sine Cerere et Baccho
friget Venus” (Brussels Koninklijke Musea voor
Schone Kunsten), subluxation of the left wrist
is seen in the dark blond sister and hyperexten-
sion of the distal interphalangeal (DIP) joint of
the fourth finger in another sister with brown
hair. Hyperextension of a DIP and metacar-
pophalangeal finger joint and hyperflexion of a
wrist joint is also seen in the brown haired sis-
ter of the painting “The Madonna and Saints”
(Antwerp, Sint-Jacobskerk).

I, as well as Sven Hansen, am fully aware
that errors of diagnosis are commonly made
either by seeing disease where none exists or
by interpreting at face value a pathological
appearance that is only the expression of an
artistic convention. The observations made in
P P Rubens’ painting, representing the sitters
for “the graces” painting who are Rubens’
second wife Helen Froment and her younger
sisters, are very suggestive of the diagnosis of
benign familial hypermobility syndrome and
not a purely artistic phenomenon.
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Comparison of WOMAC with
SF-36 for OA of the knee or hip
Angst et al compared WOMAC with the SF-36
as tools to assess the outcome of a three to
four week inpatient rehabilitation programme
for people with osteoarthritis of the knee or
hip.1 They concluded that both instruments
capture improvement in pain levels, but func-
tional improvement can be better detected by
WOMAC. We have reservations about the use
of SF-36 in this context.

We too provide residential musculoskeletal
rehabilitation of usually three weeks’ duration
and have been searching for a suitable instru-
ment to assess quality of life at the time of
discharge from our programme. We have
rejected the SF-36 for the following reasons.

A large majority of the questions in the
SF-36 relate to the subject’s experience over

the past four weeks. The condition of most of
our patients improves considerably over the
three weeks of treatment. It is therefore not
appropriate to ask how they have been over
the previous four weeks. We note that the
period of treatment in the report by Angst et al
varies from three to four weeks.

It is not only the length of time which
makes the use of the SF-36 inappropriate in
this setting, many of the questions assume the
subject is living an everyday life. For example,
inquiry is made about “both work outside the
home and housework”, “other activities at
home”, and “normal social activities with
family, friends, neighbours, or groups”.

Obviously if a person is devoting time and
energy to an inpatient musculoskeletal reha-
bilitation programme they are in no position
to be truly engaged in any of these work or
social activities.

Thus while the outcomes of our similar
residential rehabilitation programme for
people with osteoarthritis are in accordance
with those of Angst et al, we do not feel it is
appropriate to use the SF-36 to measure
improvement at discharge. It is of course quite
reasonable to use it before admission and at
three or six months’ follow up.
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Authors’ response
In their letter commenting on our article,1

Jones and Leighton deal with two major
problems which might arise in the application
of the SF-36 to inpatients. We would like to
stimulate discussion about this issue by our
following response.

The first problem concerns the fact that
many of the SF-36 items ask about subjective
health status over the past four weeks at the
time of administration of the questionnaire.
Jones and Leighton suggest, therefore, that the
results at the end of an inpatient rehabilitation
(three or four weeks) reflect some kind of an
average of the health status during that
rehabilitation period in which most of the
patients have improved considerably. We agree
that this assessment is unlikely to show the
maximum of improvement that may be ex-
pected at the day of discharge from the clinic or
shortly thereafter. However, one can assume
that the result overestimates the health status
for the time periods close to the day of admin-
istration of the questionnaire (for example, at
the day of discharge) owing to the fact that the
response is based on the patient’s memory. The
same problem, but in the opposite direction,
would arise if we administered the SF-36 two
or four weeks after the day of discharge. Thus
we possibly miss the maximal effect, which
may last only a few days, but we do obtain an
assessment of a certain time period, which is
likely to be more valid and more clinically
important than that of a single day. To take
account of this point, we also reported results
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of the three month follow up (that is, two
months after discharge) in our study1 in order
to reflect the course of the effects and whether
the different responsiveness of the SF-36 com-
pared with the WOMAC remained consistent.
In addition, we will publish further results of
three monthly assessments up to the two year
follow up of our patients during the next year.

The second issue deals with the fact that
some items ask about activities of daily living
and social participation which are not de-
manded or hardly possible to perform during a
stay in the clinic. These are mainly the items
contained in questions four (4a–4d) and five
(5a–5c) comprising the role physical and role
emotional scales. For this reason, we reported
these two scales as part of the SF-36 for the
sake of completeness, but we did not include
them in the analysis of the comparison of
WOMAC and the SF-36. Nevertheless, item 8,
which is the bodily pain scale, is also affected by
this problem. Müller et al dealt with this issue
recently.2 The authors created a modified
SF-36m, which was adapted in items 4, 5, and
8 to the situation of a clinic stay. They
concluded that bodily pain and role emotional
did not show significantly different effects
from those obtained by the original SF-36, but
that the role physical scale was slightly more
responsive in the SF-36m.

We used the SF-36 for three reasons. Firstly,
the SF-36 assesses health status
comprehensively—that is, not only pain and
disease-specific scales as physical function, etc
but also psychometric dimensions and dimen-
sions of social participation. As a result, it
gives an overall assessment of the patient’s
health status which is compatible with the
WHO’s new ICIDH or the future ICF concept
defining health.3 4 Secondly, the SF-36 can
also be administered to “healthy” people and
to patients with different diseases, which
allows a comparison of the results with those
for other patient groups and the general
population. Thirdly, the SF-36 is one of the
best tested, best known, and most widely used
health measure all over the world.
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LETTERS

Is pamidronate effective for
acute rheumatic pain?
Parenteral pamidronate is licensed in the
United Kingdom for the management of
Paget’s disease, tumour related hypercalcae-
mia, and metastatic bone pain, where it can
rapidly relieve symptoms.1 It is also widely used
for the prevention and treatment of osteoporo-
sis, although this represents unlicensed use of
the drug, and there is some evidence that it can
be rapidly effective for pain relief in patients
with osteoporotic vertebral fractures.2 3 It has
been used with some effect for the manage-
ment of ankylosing spondylitis,4 but the full
extent of any analgesic properties of the drug
has not been fully explored. These properties
became apparent to us quite by chance in the
three cases described here.

Case reports
Patient A
A 25 year old female nurse with known anky-
losing spondylitis was admitted to hospital
with worsening back and right buttock pain
uncontrolled by regular opiate analgesia and a
variety of potent non-steroidal anti-
inflammatory drugs. Parenteral methylpred-
nisolone was prescribed, followed by pamid-
ronate 30 mg for “bone protection”. In the
event, pamidronate was given but not methyl-
prednisolone, deferred owing to unexplained
pyrexia. Shortly after receiving her pamidro-
nate, her intractable pain was so greatly
improved that methylprednisolone was de-
clined and she was discharged three days
later. The improvement seen has been sus-
tained for over six months. The unexpected
analgesic effect of pamidronate in this case
led to its use in two subsequent cases.

Patient B
A 38 year old housewife with chronic low back
pain was admitted with a short history of
acute back pain and a modestly raised C reac-
tive protein (14 mg/l). Isotope bone scan
showed increased uptake in the fifth lumbar
intervertebral disc. Magnetic resonance imag-
ing identified abnormal signal from this disc
suggestive of discitis. An infective cause was
felt to be unlikely: antibiotics were not
prescribed, but in view of her persistent
symptoms, pamidronate 30 mg was given by
intravenous infusion, with sufficient sus-
tained improvement in her acute back pain to
allow discharge two days later.

Patient C
A 33 year old male factory worker with a his-
tory of juvenile chronic arthritis since early
childhood and spondyloarthropathy was ad-
mitted with generalised bone pain despite
weekly oral methotrexate, phenylbutazone,
and oral analgesia. Intercurrent diarrhoea
was investigated but remained unexplained.
Parenteral pamidronate 30 mg was given,
leading to sustained improvement in his
rheumatic pains.

Discussion
We believe these cases represent the first time
that sustained analgesic efficacy has been
attributed to a single dose of parenteral
pamidronate in acute rheumatic pain not
related to osteoporosis or neoplasia. The
mechanism whereby pamidronate provides
rapid onset sustained pain relief for meta-
static bone disease or osteoporotic fractures is

unknown. Many of the known effects of
bisphosponates on bone structure and cell
populations are unlikely to be rapidly
analgesic.5 However, it has been suggested
that bones have complex sensory innervation,
with nociception mediated by neuropeptides
including substance P, prostaglandin E2, and
calcitonin gene related peptide which may be
influenced by bisphosphonates.6 There is no
reason to believe that such an analgesic effect
would be confined to bone affected by
osteoporosis or neoplasm and might well
extend to bone pain due to inflammation. In
the three cases described many other factors
might have led to the apparent response to
parenteral pamidronate, including chance.
However, the results suggest that the potential
role of pamidronate in the control of acute
rheumatic pain warrants further evaluation.
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Antibodies to β2 glycoprotein I
and cardiolipin in SSc
Systemic sclerosis (SSc) is a multisystem dis-
ease in which organ damage is characterised
by fibrosis, microvascular occlusion, and pro-
liferation of the vascular intima. The reported
prevalence of anticardiolipin antibodies (aCL)
in SSc varies from 0 to 25%,1–7 and reports of
clinical associations have been variable.3 4 6 7 To
our knowledge, only one study has examined
antibodies to β2 glycoprotein I (aβ2GPI) in SSc
and shown a correlation with pulmonary
hypertension and raised mean pulmonary
artery pressure.8 In our study we examined
the frequency of aβ2GPI and aCL in SSc and
Raynaud’s phenomenon (RP).

Twenty six patients with SSc (16 diffuse, 10
limited), 23 with RP, and 21 healthy volunteers
(employees at the research facility) were
included in this retrospective study. Informed
consent was obtained. All 16 patients with dif-
fuse SSc and one patient with limited SSc
patients met American Rheumatism Associ-
ation (ARA) preliminary criteria for
scleroderma.9 The remaining nine with limited
SSc had at least three of the following:
sclerodactyly, calcinosis, Raynaud’s phenom-
enon, oesophageal dysmotility, telangiectasia,
or positive anticentromere antibodies. The
patients with RP had no manifestations of con-
nective tissue disease. Clinical and laboratory
assessments were recorded at the initial visit.
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